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Although research has explored stress in coaches, little is known about their mental health literacy 
and how this is associated with their mental health. Their mental health literacy may have an 
impact on the wellbeing of their young players. This study examined levels of mental health 
literacy, help seeking behaviours, distress, and wellbeing as well as relationships amongst these 
variables in coaches in the UK. Coaches were recruited through social media and asked to fill out 
questionnaires. A total of 103 coaches (n=65 men, n=37 women, n=one, an other gender) 
participated in the study. Coaches had an average age of 27.9 (SD=10.6) years. Most self-identified 
as heterosexual (n=85, 82.5%), had four or more years of experience (n=46, 44.7%), coached 
children (n=77, 75.5%), and coached at either the beginner (n=30, 29.1%) or amateur levels (n=66, 
64.1%). In total, 20 (19.4%) coaches indicated a previous diagnosis of a mental disorder. A total 
of 51 (49.5%) coaches indicated that, at the time of the completion of the survey, they exhibited 
symptoms of a mental disorder. Overall, the average mental health literacy score was 123.10 and 
lower than in previous studies. Mental health literacy was not significantly associated with help 
seeking behaviour, distress, or wellbeing. General help seeking behaviour was positively 
correlated with wellbeing. The results suggest that coach certification programmes could adopt 
strategies to help coaches improve their knowledge of mental health services and how such 
services may be accessed. These changes may improve the wellbeing of coaches and may benefit 
their athletes.  
Keywords: mental health, mental health literacy, sport, coaches 
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Examining mental health literacy, help seeking behaviours, distress, and wellbeing in UK 
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Introduction 
The mental health of  athletes has been subject to much academic and media interest 
recently. The World Health Organization (WHO) defines mental health as: “a state of well-being 
in which every individual realizes his or her own potential, can cope with the normal stresses of 
life, can work productively and fruitfully, and is able to make a contribution to her or his 
community” (WHO, 2001, p1). Much like physical health, mental health is a resource. It allows 
people to function, deal with stress, perform meaningful work, and contribute to society. Mental 
disorders are forms of distress and dysfunction that can affect a person’s cognitions, emotions, 
behaviours, and social relationships. Mental disorders must meet specific criteria for diagnosis 
and must be enduring, frequent, and severe (American Psychiatric Association, 2013). Research 
has demonstrated consistently that athletes, at all ages and levels of competition, are under 
pressure to perform well and deal with many stressors, which may result in poor mental health 
(Coyle et al., 2017; Gorczynski et al., 2017a; Gulliver et al., 2015; Gulliver, 2017; Rice et al., 
2016).  
Coaches play an important role in the development of their young players, both 
physically and mentally. Coaches have been identified as playing a vital role in being able to 
identify poor mental health in their youth athletes and encourage them to seek support (Coyle et 
al., 2017; Gorczynski, 2018; Gulliver et al., 2012). Coaches are in positions of importance in 
sports clubs and programmes, primarily responsible for the development and performance of 
their young players. Such responsibility carries tremendous psychological costs in the form of 
stress. Sociological literature has long shown not only the multiplicity of roles and 
EXAMINING MENTAL HEALTH LITERACY IN UK COACHES 
 4 
responsibilities expected of coaches, including protecting youth athlete welfare (Borrie, 1998; 
Coakley, 1994), but also that coaches face many and varied stressors by virtue of their roles 
(Fletcher and Scott, 2010; Norris et al., 2017). Both performance-related and organizational-
related stressors affect coaches (Thewell et al., 2008). Performance-related stressors for coaches 
relate to how they perform as coaches and the performance of the youth athletes they coach 
including stress related to training, competition preparation, competition performance, post-
competition, expectation management, and dealing with opponents and officials. Organizational-
related stressors for coaches relate to the team, club, or organization they work for including: 
training environment, competition environment, team finances, team performance stability, 
youth athlete selection, travel schedules, safety of youth athletes and staff, administration and 
organizational issues, athletes, private life, social life, contractual issues, team atmosphere, team 
roles, and team communication.  
The number of stressors coaches face has a direct impact on their mental health and, 
because of the transactional nature of stress (Lazarus and Folkman, 1987), the mental health of 
their youth athletes (Thelwell et al., 2016; Thelwell et al., 2017). The ability to identify and 
successfully cope with stressors benefits both coaches and the youth athletes they coach because 
how stressors and their consequences are perceived and addressed have significant implications 
for their own mental health and the mental health of their youth athletes (Thelwell et al., 2016; 
Thelwell et al., 2017). The more literate coaches are about mental health and identifying 
stressors, the more proactive they may be in addressing and reducing the stigma of poor mental 
health and supporting others to seek support. Specifically, strategies should focus on enhancing 
mental health literacy.   
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 Mental health literacy is defined by Jorm and colleagues (1997, p. 182) as “knowledge 
and beliefs about mental disorders which aid their recognition, management or prevention.” 
Mental health literacy can be described as the knowledge individuals have about mental 
disorders, including their symptoms, causes, and forms of self-administered treatments; their 
attitudes toward poor mental health and help seeking behaviours, and their knowledge and 
intentions to seek help or support (Jorm, 2000; Wei et al., 2013).  
Mental health literacy is a tool for personal and collective empowerment to acknowledge 
mental health inequities to improve health (Jorm, 2012; Gorczynski et al., 2019a; Gorczynski et 
al., 2019b). Importantly, mental health literacy is not merely the ability of individuals to detect 
symptoms of poor mental health, such as experiencing a low mood, but rather to drive 
individuals and their communities (e.g., sports teams and clubs) to collective action to 
acknowledge and address the determinants of mental health (Gorczynski et al., 2019a). As such, 
mental health literacy involves not only developing and using knowledge, but also changing 
attitudes, overcoming stigma, and providing and taking opportunities to get help. Therefore, 
mental health literacy is not simply ‘information, education, and communication’ (Nutbeam 
2008, p. 439) to raise awareness in the expectation that people will therefore organise and attend 
appointments with mental health professionals. Mental health literacy encompasses creating 
collective and sustainable approaches for individuals and groups.  
A number of studies have examined the use of mental health awareness training 
programmes, based on some tenets of mental health literacy, to improve mental health 
knowledge, attitudes, and help seeking behaviours amongst coaches (Bapat, Jorm, and 
Lawerence, 2009; Breslin, Haughey, Donnelly, Kearney, and Prentice, 2017a; Longshore and 
Sachs, 2015; Pierce, Liaw, Dobell and Anderson, 2010; Sebbens, Hassmen, Crisp and Wensley, 
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2016). In their systematic review, Breslin and colleagues (2017b) showed that mental health 
awareness programmes resulted in reduced levels of negative affect (Longshore and Sachs, 
2015), increased knowledge of mental health disorders (Bapat et al., 2009; Breslin et al., 2017a; 
Pierce et al., 2010; Sebbens et al., 2016), reduced levels of stigma (Bapat et al., 2009), increased 
confidence to help others who experience poor mental health (Breslin et al., 2017a; Pierce et al., 
2010; Sebbens et al., 2016), and increased confidence to seek support from a mental health 
professional (Bapat et al., 2009). Breslin and colleagues (2017b) have pointed to numerous 
methodological limitations in the mental health awareness programmes evaluated to date, 
including limited use of valid and reliable psychometric instruments, a lack of control or 
comparison groups, non-theory based programming, and incomplete reporting of demographic 
information. Rigorous research has been recommended to address these methodological 
limitations, including addressing all major tenets of mental health literacy in any cross-sectional 
or prospective research (i.e., knowledge, attitudes, and intentions to seek support). Using valid 
and reliable methods to evaluate all major tenets of mental health literacy in relation to mental 
health outcomes would help identify which demographic and psychometric factors are most 
associated with mental health outcomes. This type of research would be helpful in laying the 
foundation for the creation of an evidence-based and theoretically sound mental health literacy 
intervention.  
To date, one study has explored all major tenets of mental health literacy of coaches and 
athletic trainers using valid and reliable instruments (Sullivan et al., 2019). Cross-sectional 
research by Sullivan and colleagues (2019) in Canada showed that women had higher levels of 
mental health literacy than men and that significant negative relationships existed between age 
and mental health literacy and between years of coaching experience and mental health literacy. 
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Findings suggest that younger coaches may be more literate in mental health than older more 
experienced coaches, perhaps being more aware of symptoms of mental disorders, having more 
positive attitudes toward poor mental health and treatment, and having more knowledge of how 
to go about seeking help. The research conducted by Sullivan and colleagues (2019) pointed to 
the need for mental health literacy strategies to specifically target men to become more informed 
about symptoms of mental disorders, have more positive attitudes toward poor mental health and 
help seeking, and be better informed about help seeking for poor mental health. Given the study 
was conducted in Canada using a small sample size of coaches, Sullivan and colleagues (2019) 
caution against generalizing the findings to any other country and, as suggested by O’Connor 
and Casey (2015), encourage replication in other settings. As such, the purpose of the current 
study was to (i) examine the mental health literacy, help seeking behaviours, distress, and 
wellbeing of sport coaches in the United Kingdom (UK); and (ii) evaluate relationships between 
these mental health variables.  
 
Method  
Setting and sample 
This online survey study took place in the spring of 2018 and followed the same design as used 
by Gorczynski and colleagues (2017b) and O’Connor and Casey (2015). Inclusion criteria 
included individuals who were over the age of 18 years, a coach of any sport, and lived in the 
UK. After ethical approval, advertisements were posted on social media to recruit individuals 
who met inclusion criteria. If participants met inclusion criteria and provided informed consent, 
they then clicked on the link provided in the advertisement and filled out the required 
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questionnaires online administered through Google Forms. No time limits were imposed on the 
participants to complete the survey.  
  
Materials 
Demographic and coaching data 
Participants were asked to provide information on age, gender, ethnicity, sexuality, mental health 
information, years of coaching experience, coaching qualification (i.e., have obtained a UK 
Coaching Certificate), coaching level (i.e., Beginner, Amateur, Professional/Elite), and the 
predominant sport the participant coached. 
  
Mental Health Literacy Scale (MHLS) 
The MHLS is a 35 item measure of mental health literacy (O’Connor and Casey, 2015). The 
scale assesses disorder recognition, knowledge of help seeking information, knowledge of risk 
factors and causes, knowledge of professional treatments, and attitudes toward promoting mental 
health and help-seeking behaviours. The MHLS has a range of 35 to 160, with greater scores 
indicating greater level of mental health literacy. The MHLS has been found to have good 
internal consistency with a Cronbach’s alpha of .873 and test-retest reliability (r =.797, p<0.001) 
(O’Connor and Casey, 2015). For this study, questions nine and ten were changed to reflect the 
UK context, where “Australia” was swapped with “UK.” The current study showed good internal 
consistency of α=.868. 
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General Help-Seeking Questionnaire (GHSQ) 
One question from the GHSQ was used to assess intentions to seek help for poor mental health 
from specific individuals (Wilson et al., 2007). Participants were asked: “If you were having a 
personal or emotional problem, how likely is it that you would seek help from the following 
people?” On a scale of one (extremely unlikely) to seven (extremely likely), participants were 
asked about their level of intention to seek help from an intimate partner, a friend, a parent, a 
family member, a mental health care professional, a phone helpline, a doctor, a religious leader, 
or anyone else. Higher scores reflected a greater intention to seek help from a specific individual 
with respect to poor mental health. Previous research has shown the GHSQ to have good test-
retest reliability (r=.92) (Wilson et al., 2007), and be highly correlated with seeking counselling 
(rs=.17, p<0.05) (Wilson et al., 2007). 
  
Kessler Psychological Distress Scale 10 (K10) 
The K10 is a 10 item measure of psychological distress (Kessler et al., 2002). On a scale of one 
(none of the time) to five (all of the time), participants were asked about their level of agreement 
to different statements, where higher scores indicated higher levels of distress. The K10 has a 
range of 10 to 50, with scores under 20 indicating an individual is likely to be well and not in 
distress. The K10 is accurate and reliable as it has been shown to have good discriminant validity 
(Australian Bureau of Statistics, 2007) and good reliability (Kessler et al., 2002). In the current 
study, the K10 indicated excellent internal consistency with a Cronbach’s alpha of .922. 
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Warwick-Edinburgh Mental Well-Being Scale (WEMWBS) 
The WEMWBS is a 14 item measure of mental well-being (Tennant et al., 2007). On a scale of 
one (none of the time) to five (all of the time), participants were asked about how often they felt 
aspects of positive mental health, where higher scores indicated higher levels of mental well-
being. The WEMWBS has a range of 14 to 70. The WEMWBS has been shown to have good 
internal consistency (Cronbach’s alpha of .89) and good test-retest reliability (r=.83) (Tennant et 
al., 2007). In the current study, the WEMWBS indicated excellent internal consistency with a 
Cronbach’s alpha of .936. 
  
Data analysis 
Given the non-parametric nature of the data, differences in mental health variables for gender, 
ethnicity, sexuality, coaching experience, and coaching certification were examined through 
Kruskal-Wallis H and Mann-Whitney U tests. Relationships amongst variables were examined 
through Spearman correlations. An alpha level of .05 was used for all analyses. 
  
Results 
Demographic and coaching data 
A total of 103 individuals took part in the study. The sample consisted of 65 men, 37 women, 
and one individual who identified as another gender. Individuals were between the ages of 19 
and 70 years, with a mean age of 27.87 years (SD=10.58 years). The majority of individuals 
identified as heterosexual (n=85, 82.5%) and white (n=71, 68.9%). Most individuals coached 
children (n=77, 74.8%).  Most commonly, individuals coached rugby (n=29, 28.2%) or football 
(n=16, 15.5%), had over four or more years of coaching experience (n= 46, 44.7%), and coached 
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at either the beginner (n=30, 29.1%) or amateur (n=66, 64.1%) levels. A total of 80 individuals 
(77.7%) had a UK Coaching Certificate. With respect to a previous diagnosis of a mental 
disorder, 20 indicated yes (19.4%). Complete demographic data can be seen in Table 1 and 
coaching data can be seen in Table 2. 
  
MHLS 
The average MHLS score was 123.10 (SD=12.95, range=80.00-150.00, 95% CI=120.57-125.63). 
There was no significant difference in MHLS scores between those who did and did not have a 
previous diagnosis of a mental disorder (χ2(2) = 5.734, p = 0.057). Women had a significantly 
higher MHLS score (M=126.84, SD=11.20) than men (M=120.75, SD=13.42) (χ2(2) = 7.016, p 
= 0.030; U = 870, p =.021). There were no statistical differences in MHLS between ethnicities 
(χ2(4) = 4.545, p = 0.337) and sexualities (χ2(2) = .616, p = 0.735). Individuals with one year of 
coaching experience (M=130.53, SD=16.73) had significantly higher levels of MHLS scores 
than individuals with two (M=122.81, SD=11.73), three (M=119.53, SD=13.88), and four or 
more years (M=121.96, SD=10.72) of coaching experience (χ2(3) = 10.155, p = 0.017). There 
was no statistical difference in MHLS scores between individuals who coaches children or adults 




The average GHSQ score was 35.31 (SD=9.75, range=13.00-62.00, 95% CI=33.39-37.21). 
Individuals indicated they were most willing to seek support from intimate partners (M=5.03, 
SD=1.718) and friends (M=4.77, SD=1.821) and least likely to seek support from religious 
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leaders (M=2.05, SD=1.671) and through phone help lines (M=3.06, SD=1.857). There was no 
significant difference in GHSQ  scores between those who did and did not have a previous 
diagnosis of a mental disorder (χ2(2) = 3.410, p = .182). There were no statistical differences in 
GHSQ scores between genders (χ2(2) = 2.061, p = 0.357) or ethnicities (χ2(4) = 3.516, p = 
0.475). There were statistical differences in GHSQ scores between sexualities (χ2(2) = 7.976, p = 
0.019). Individuals who identified as heterosexual (M=35.00, SD=9.47) had statistically lower 
GHSQ scores than those individuals who identified as gay or lesbian (M=41.64, SD=8.53) 
(U=263.5, p=.019). Individuals who identified as bisexual (M=29.00, SD=10.86) had statistically 
lower GHSQ scores than individuals who identified as gay or lesbian (U=15.5, p=.035).  There 
were no statistical differences between years of coaching experience (χ2(3) = 3.852, p = .278), 
whether they coached children or adults (χ2(1) = 1.932, p = .165), or whether individuals had or 
did not have a UK Coaching Certificate (χ2(3) = 2.705, p = 0.100). 
  
K10 
The average K10 score was 21.15 (SD=7.63, range=10.00-45.00, 95% CI=19.66-22.64). A total 
of 51 individuals (49.5%) indicated they may have at least a mild mental disorder (K10 > 20). 
There was no significant difference in K10 scores between those who did and did not have a 
previous diagnosis of a mental disorder (χ2(2) = 5.194, p = 0.074). There were no statistical 
differences in K10 scores between genders (χ2(2) = 5.118, p = 0.077) and ethnicities (χ2(4) = 
3.482, p = 0.481). There were statistical differences in K10 scores between sexualities (χ2(2) = 
15.692, p = 0.000). Individuals who identified as heterosexual had significantly lower K10 
scores (M=19.49, SD=6.03) than those who identified as bisexual (M=31.00, SD=6.43) 
(U=62.00, p=.001) and gay and lesbian (M=27.64, SD=11.18) (U=269.5, p=.023). There were no 
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statistical differences in K10 scores between years of coaching experience (χ2(3) = 4.544, p = 
0.208) and whether individuals had or did not have a UK Coaching Certificate (χ2(1) = .592, p = 
0.442). Individuals who coached adults had significantly higher levels of distress (M=23.64, 
SD=8.25) than those who coached children (M=20.03, SD=6.77) (χ2(1) = 3.871, p = .049). 
  
WEMWBS 
The average WEMWBS score was 49.17 (SD=10.77, range=14-70, 95% CI=47.06-51.27). There 
was a significant difference in WEMWBS scores between those who did and did not have a 
previous diagnosis of a mental disorder (χ2(2) = 9.258, p = 0.010), where individuals with a 
previous diagnosis of a mental disorder had significantly lower wellbeing (M=43.75, SD=8.59) 
than those with no previous diagnosis (M=50.40, SD=11.00) (U=472.00, p=.004).There were no 
statistical differences in WEMWBS scores between genders (χ2(2) = 1.459, p = 0.482) or 
ethnicities (χ2(4) = 5.544, p = 0.236). There was a statistical difference in WEMWBS scores 
between sexualities (χ2(2) = 6.312, p = 0.043). Individuals who identified as heterosexual had 
significantly higher scores of WEMWBS scores (M=50.16, SD=10.67) than those who identified 
as bisexual (M=40.29, SD=10.05) (U=131.50, p=.014). There were no statistical differences in 
WEMWBS scores between those who identified as heterosexual and gay or lesbian (U=389.50, 
p=.369) and between those who identified as bisexual and gay or lesbian (U=26.50, p=.285). 
There were no statistical differences in WEMWBS scores between years of coaching experience 
(χ2(3) = 1.426, p = 0.700), whether they coached children or adults (χ2(1) = .403, p = .526), or 
whether individuals had or did not have a UK Coaching Certificate (χ2(1) = .476, p = 0.490). 
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Comparing mental health literacy with help seeking behaviours, distress, and wellbeing 
Age in years was not significantly correlated with MHLS, GHSQ, K10, or WEMWBS (p>.05). 
The MHLS score was not significantly correlated with GHSQ, K10, or WEMWBS (p>.05). The 
GHSQ score was significantly positively correlated with WEMWBS (r(203)=.336 p=.001), 
indicating that those with higher intentions to seek support for mental health problems also had 
higher levels of mental wellbeing. The K10 total score was significantly negatively correlated 
with WEMWBS (r(103)=-.549 p=.000), indicating that those with higher levels of distress had 
lower levels of mental wellbeing. 
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Discussion 
The purpose of this study was to examine the mental health literacy, help seeking 
behaviours, distress, and wellbeing of sport coaches in the UK. A further purpose of this study 
was to examine relationships between these mental health variables. Overall, the level of mental 
health literacy was lower than seen in previous research that has examined the mental health 
literacy of Canadian coaches and athletic trainers who completed the MHLS (M=131.48; 
Sullivan et al., 2019). Additionally, mental health literacy in the current study was lower than 
mental health literacy scores seen in Australian university students (M=127.4; O’Connor and 
Casey, 2015), Australian community samples (M=128.00; White and Casey, 2016), and 
Australian health care professionals (M=145.5; O’Connor and Casey, 2015). When the mental 
health literacy results of the current study were compared to those of university students in the 
UK, results were similar (M=122.88; Gorczynski, et al., 2017b). As pointed out by Kutcher and 
colleagues (2016), mental health literacy is context specific. It is a construct that measures levels 
of knowledge of mental health, and attitudes toward poor mental health and mental health help 
services. It also measures how integrated this knowledge and these attitudes are in existing social 
and organizational structures. The results of this study may illustrate a cultural difference 
between the UK, Canada, and Australia regarding how poor mental health is viewed, understood, 
and acted upon. Further research with the MHLS is necessary to determine whether such 
differences in mean scores are in fact held consistently across countries, different groups of 
individuals, and are clinically significant. Practically, individuals running mental health literacy 
programmes need to be mindful of cultural differences with respect to knowledge and attitudes 
toward poor mental health. Programmes should be progressive with greater and more in-depth 
knowledge introduced at successive stages of coaching certification.  
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A further finding of this study was that mental health literacy was higher in women than 
men. This finding supports the results of Sullivan and colleagues (2019) and may reinforce the 
need for specific attention paid to the knowledge, attitudes, and help seeking behaviours of men. 
Seidler and colleagues (2017) have previously advocated for diverse and gender-sensitive 
models and styles of mental health promotion to help men better understand and address poor 
mental health. Seidler and colleagues (2017) propose mental health support campaigns that 
promote diversity in men and present mentally healthy masculinities. Such research and eventual 
campaigns will need to recognize the needs of men of various sexualities and ethnicities. In the 
present study, although there were no differences in the mean mental health literacy scores 
amongst individuals of different sexualities, significant differences existed in levels of distress, 
those who identified as heterosexual had lower scores of distress than individuals who were 
bisexual or gay. Such findings reinforce the need to be mindful of how to address discrimination 
and harassment based on sexuality in sport (DeFoor et al., 2018; Gorczynski and Brittain, 2016). 
Similarly with regards to ethnicity, although no significant differences between races were found 
for mean scores for mental health literacy or distress, previous research has shown that ethnic 
minority status is a determinant of poor mental health (Cokley et al., 2011). Further research is 
needed on how such mental health literacy campaigns might be constructed, implemented, and 
evaluated in a sports context. Specifically, such campaigns need to be mindful as to how 
demographic factors that influence poor mental health are covered in any future curriculum.  
In the current study, a total of 51 individuals (30 men, 20 women, and one person who 
identified by an other gender) indicated a score that may be symptomatic of at least a mild 
mental disorder. Overall, no significant differences were found with respect to distress between 
men and women. This is a departure from previous research that has illustrated significant 
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differences in poor mental health between genders in sport contexts (Gorczynski et al., 2107a). 
This result may be due to a smaller sample of women, in comparison to men, who participated in 
the study. Future research and interventions need to recruit robust samples of women and should 
continue to take into consideration the mental health needs of women and how mental health 
literacy campaigns can be shaped to meet the needs of diverse audiences. 
Findings from this study show that age was not significantly associated with mental 
health literacy, or any other mental health variable. This finding is in contrast to the results found 
by Sullivan and colleagues (2019), Farrer and colleagues (2008), and White and Casey (2016), 
which have all shown that younger individuals were more literate in mental health than older 
individuals. However, findings in the current study are in line with Sullivan and colleagues 
(2019) which showed that individuals with only one year of coaching experience had 
significantly higher levels of mental health literacy than those with two or more years of 
coaching experience. This may suggest that new coaches may simply be more aware of poor 
mental health and may be less impacted by cultural aspects of sport (i.e., the development of bad 
habits), the impact of which may accrue over time which may result in turning a blind eye to 
either the causes of poor mental health or the symptoms of poor mental health. Furthermore, no 
significant differences were found in mental health literacy between those individuals who had 
or did not have a UK Coaching Certificate. Rigorous prospective studies are needed to explore 
this relationship further, specifically to determine if pedagogical changes to UK Coaching with a 
focus on continued training in mental health literacy may have a positive impact on symptom 
knowledge, attitudes toward poor mental health, and help seeking behaviours as well as helping 
others to seek support when necessary. Research by Hegarty and colleagues (2018) has shown 
that coaches may have good knowledge of depression, but lack awareness of the symptoms in 
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their athletes and others.  Hegarty and colleagues (2018) suggested that coaches were open and 
interested in formal mental health education. Research by Sebbens and colleagues (2016) has 
shown that a 4-hour mental health literacy intervention can have a lasting effect on coaches and 
support staff, indicating both increased knowledge of symptoms of common mental illnesses and 
confidence to refer someone to a mental health professional six to eight weeks after the 
intervention.  
Findings from this study suggest who coaches would prefer to seek support from for poor 
mental health. Coaches would be most likely to seek help from their partners, friends, parents, 
before approaching mental health professionals and their GPs. These findings may be a reflection 
of public perceptions of mental health service provisions in the UK and how difficult they are to 
access. Research that has investigated the impact of austerity policies introduced in the UK in the 
early 2010s has shown a decrease in funding for mental health services in the National Health 
Service (NHS) budget (Cummins, 2017; LSE, 2012). Currently, mental illness represents 23% of 
the total disease burden in the UK, yet receives 13% of the NHS budget (LSE 2012). 
Specifically, the LSE report (2012) stated that financial pressures and limited service availability 
have made mental health support services difficult to access, thereby presenting people a real 
barrier to obtaining help. In addition to limited service availability and access, other challenges 
may have impacted why coaches were not willing to seek support from mental health 
professionals. Given the limited mental health literacy illustrated in this study, coaches may have 
not known about how to access the services of mental health professionals or have confidence in 
their opinion. Research by Gulliver, Griffiths, and Christensen (2012) has shown that multiple 
barriers, including a lack of knowledge, negative attitudes about professional services, and 
practical considerations like a lack of time and money, all impact why athletes do not access 
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professional mental health services. Although previous research has shown significant 
associations between mental health literacy and general help seeking intentions to address poor 
mental health (Gorczynski et al., 2017b; Kelly et al., 2007), no significant relationships were 
found in this study. This finding further reinforces the need to better understand the unique 
context of coaches, their knowledge and attitudes toward poor mental health and treatment, and 
how it influences barriers to seeking help. Ultimately, if coaches are more willing to seek support 
from mental health professionals, they may also be more willing to refer their youth athletes to 
such services. From a practical perspective, individuals running mental health literacy 
programmes need to convey to coaches clear pathways of help seeking behaviour, specifically 
identifying who to turn to and how to go about obtaining support. This would require mental 
health literacy programmes to have up-to-date information on local services and specific 
information coaches may wish to convey about their mental health to their service providers.   
A correlational analysis of mental health literacy, distress, and wellbeing in the current 
study showed there were no significant relationships between these variable, results that are in 
line with previous research by O’Connor and Casey (2015). These results may illustrate that 
knowing about poor mental health, symptoms of mental disorders, self-care practices, and 
resources, in addition to maintaining a positive attitude about poor mental health and help 
seeking, is not related to poor mental health. To address the poor mental health of coaches, the 
culture of sport needs to change where performance-related and organizational-related stressors 
that affect coaches need to be addressed, in addition to implementing any literacy strategies 
(Thewell et al., 2008). Mental health literacy training can play a part in raising awareness of the 
sources of poor mental health amongst coaches as well as bringing coaches together to find and 
promote strategies to address the sources of poor mental health. Furthermore, mental health 
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literacy was not significantly associated with help seeking behaviours. This is a departure from 
the work of Gorczynski and colleagues (2017b) and O’Connor and Casey (2015), who found 
significant relationships between these variables, suggesting that those who know more about 
mental health are more likely to have more positive attitudes toward poor mental health and seek 
support professionally. Given a positive significant relationship was found between GHSQ and 
wellbeing in the current study, helping individuals understand where and how to access 
professional mental health support may have an impact on the overall wellbeing coaches and 
youth athletes. Further research is needed to explore this relationship and better understand how 
intentions to seek support are influenced. Here researchers may wish to explore specific factors 
that influence intentions, such as behavioural beliefs, normative beliefs, and control beliefs 
related to help seeking behaviours. Recent research by Breslin and colleagues (2019) showed 
that the Theory of Reasoned Action may be used to better understand demographic factors that 
influence intentions.  
 This study has a number of strengths and limitations that should be mentioned. First, this 
is the first study in the UK to examine mental health literacy in coaches. Results from this study 
may provide a baseline to assess future cross-sectional and intervention studies. Second, detailed 
demographic data were collected in this study, including information on ethnicity and sexuality. 
Such detailed data should help with the design of future studies and interventions. With regards 
to limitations, first, caution must be taken when generalizing results from this cross-sectional 
study. As such, only relationships may be assumed from these results and not any form of 
causation. Second, there was an over representation of men in this study. Research in the UK has 
found that amongst active coaches (i.e., those who have been coaches within the last 12 months), 
54% of individuals identify as men and 46% of individual identify as women (UK Coaching, 
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2018). Efforts must be made in future research to obtain more representative samples. Third, this 
study relied on results obtained from self-report measurements. Despite illustrating good 
reliability for all measures, there is the possibility that social desirability may have played a role 
in how individuals answered questions. Future studies that wish to investigate relationships 
between mental health literacy and poor mental health may wish to seek alternative manners of 
obtaining mental health diagnostic data. Fourth, no time limits were imposed on the participants 
to complete their surveys and time to complete the survey was not captured. This means that 
participants could have taken multiple days to complete the survey where they may have 
accessed sources of information on poor mental health. Researchers in future studies may wish to 
capture length of time to complete the survey to examine if any relationships exist between time 
to complete the survey and mental health literacy. Researchers may also wish to impose 
reasonable time limits to complete the survey. Overall, much remains to be studied in better 
understanding the poor mental health of coaches and how mental health literacy strategies can 
help not only this population but also the youth athletes they work with.  
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Table 1. Demographic data 
Demographic Data M (SD) n (%) 
Age Years 27.87 (10.58)   
Gender     
Men   65 (63.1%) 
Women   37 (35.9%) 
Another gender   1 (1.0%) 
Sexuality     
Heterosexual   85 (82.5%) 
Bisexual   7 (6.8%) 
Gay and Lesbian   11 (10.7%) 
Ethnicity     
White   71 (68.9%) 
Asian   10 (9.7%) 
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Black   10 (9.7%) 
Arab   1 (1.0%) 
Other   11 (10.7%) 
Previous diagnosis of 
a mental disorder? 
    
Yes   20 (19.4%) 
No   81 (78.6%) 
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Table 2. Coaching data 
  
Coaching duties     
Children   77 (74.8%) 
Adults   25 (24.3%) 
Prefer not to say   1 (1.0%) 
Coaching Experience 
Years 
    
1   17 (16.5%) 
2   21 (20.4%) 
3   19 (18.4%) 
4 or more   46 (44.7%) 
UK Coaching 
Certificate 
    
Yes   80 (77.7%) 
No   23 (22.3%) 
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Coaching Level     
Beginner   30 (29.1%) 
Amateur   66 (64.1%) 
Professional/Elite   7 (6.8%) 
Sport     
Rugby   29 (28.2%) 
Football   16 (15.5%) 
Cricket   9 (8.7%) 
Netball   7 (6.8%) 
Cheerleading/Dance   6 (5.8%) 
Swimming   5 (4.9%) 
Basketball   4 (3.9%) 
Hockey   4 (3.9%) 
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Racket Sports 
(Tennis, Badminton, Squash) 
  4 (3.9%) 
Athletics   4 (3.9%) 
Cycling   3 (2.9%) 
Boxing   3 (2.9%) 
Gymnastics   3 (2.9%) 
Rowing   2 (1.9%) 
Running   1 (1.0%) 
Diving   1 (1.0%) 
Karate   1 (1.0%) 
Lacrosse   1 (1.0%) 
  
 
 
 
